conclude that by increasing adherence by one pill per week for a once-a-day regimen the hazard of stroke could be reduced by 8-9% and death by 7%. The public health impact of nonadherence should not be minimized.
I agree with Fischer et al. 1 that e-prescribing could improve adherence. In 2006, we interviewed 276 clinicians and staff in 64 practices using one of six e-prescribing products. When asked about e-prescribing software with the capability of alerting the physician when the patient has not picked up a prescription, 47% reported that would be very useful. Yet, these data run counter to the real experience of beta testing eprescribing in 2003 in Rhode Island. The original plan was to alert the prescriber when prescriptions were not picked up (e.g. "the leakage"). Messages were delivered to prescribers; the physicians overwhelmingly (and successfully) argued to turn such messaging off due to the high volume of alerts. Based on these contraditory findings and previous research, 3 physicians seem to underestimate the extent of the non-adherence problem.
Design of interventions must be done carefully. When probing deeper, we found that 75% said they would call the patient if the e-prescribing software alerted them that their patient did not pick up a prescription that would have serious medical consequences if not taken. Given the extent of nonadherence, how would busy clinicians even have time to do so? Concerns about liability should not be underestimated. How to deal with these issues in the design of interventions to improve medication adherence is non-trivial.
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